1. Introduction {#s0005}
===============

White matter lesions (WML) visible on MRI scans of elderly subjects were traditionally disregarded as anticipated effect of normal aging. However, recent studies suggest that WML may represent the diagnostic hallmark of mild cognitive impairment (MCI) due to small vessel disease (SVD), the so-called vascular MCI (VMCI), a term defining a potentially transitional state between normal aging and vascular dementia ([@bb0120]). Indeed, a large meta-analysis of longitudinal studies has recently shown that in elderly subjects WML are linked with cognitive decline and carry a risk of subsequent dementia and stroke ([@bb0040]).

The neuropathological substrates of WML in VMCI are heterogeneous, consisting of local demyelination from oligodendrocytes apoptosis, axonal loss, astrogliosis and arteriolar fibrohyalinosis, and the pathogenic mechanisms of WML formation in this context are also incompletely understood, being mainly represented by ischemic damage and partly by microglia activation and increased water content from blood-brain barrier dysfunction ([@bb0185]). However, the potential clinical relevance of the VMCI is likely higher than that of degenerative MCI, given that management of risk factors and pharmacological treatment can prevent the evolution to vascular dementia ([@bb0130]).

Although the association between WML load and cognition in aging and SVD has been traditionally recognized ([@bb0095]; [@bb0140]), the relevance of WML location and microstructural tissue damage outside them has been generally underestimated. As for the first aspect, early evidence came from small case series of patients with acute infarcts in specific subcortical structures (e.g., thalamus, anterior limb of the internal capsule, corpus callosum) ([@bb0015]). Although a number of studies provided conflicting or negative results, the periventricular but not subcortical group of the WML, considered as a whole, were found by a systematic review to be correlated in older adults with the executive function and processing speed ([@bb0020]) and linked, in a 10-year longitudinal study, with a faster general cognitive decline over time ([@bb0035]). In terms of the damage to normal-appearing WM in VMCI, which was recognized for the first time a few years ago with the application of diffusion tensor imaging (DTI) ([@bb0100]), a recent DTI work from our study group highlighted its contribution for the global cognitive performance of these patients ([@bb0105]).

Despite these previous studies, it is still currently unknown whether in the VMCI the spatial distribution and frequency of WML in particular brain locations, and not just in large regions, may lead to a "strategic" damage of the WM tracts critical for cognition. To test such hypothesis, we used the MRI-derived lesion probability map (LPM), a powerful location-based image analysis approach that is able to assess at group level the clinical relevance of WML and that has been previously applied to several WM disorders ([@bb0055]; [@bb0045]; [@bb0065]; [@bb0110]; [@bb0115]; [@bb0190]). By avoiding the biases of predefined regions of interest and of the WML grouping based on large regions and taking into account the complexity of brain anatomy, LPM evaluates in vivo the anatomical distribution and frequency across all brain lesions, thus allowing to capture the spatial patterns of focal pathology that could not be evident in a single-patient evaluation.

2. Materials and methods {#s0010}
========================

2.1. Study subjects {#s0015}
-------------------

In this multicenter study, we assessed 110 patients with VMCI (age: 74.3 ± 6.6 years; sex: 60 women, 50 men) characterized by WML of moderate (*n* = 52) or severe (*n* = 58) extension who were enrolled at the University Hospitals of Florence, Pisa and Siena in the context of the VMCI-Tuscany study ([@bb0145]).

Inclusion criteria were: 1) clinical diagnosis of MCI according to the Winblad criteria ([@bb0195]), recently operationalized ([@bb0155]), and 2) MRI evidence on FLAIR/T2-weighted images of moderate or severe degree of WML, according to the modified version of the Fazekas scale ([@bb0135]). Exclusion criteria were: presence of other conditions with WML, inability to provide an informed consent, presence of non-lacunar infarcts in the GM or hemorrhagic lesions, whose tissue damage may be a confounder in the interpretation of ischemic WML mapping.

Enrolled patients underwent a complete neuropsychological and MRI examination.

2.2. Standard protocol approvals, registrations, and patient consents {#s0020}
---------------------------------------------------------------------

The study was performed in accordance with the Helsinki Declaration and approved by local ethics boards. A written informed consent was obtained from all study participants.

2.3. Neuropsychological assessment {#s0025}
----------------------------------

VMCI-Tuscany Neuropsychological Battery ([@bb0150]) is based on 14 tests, with corresponding age- and education-adjusted scores. In detail, it comprises two tests of global mental functioning such as Mini Mental State Examination (MMSE) and Montreal Cognitive Assessment Battery (MoCA).

The battery also includes 12 domain-specific or second-level tests, targeting a wide range of cognitive abilities: four tests for memory (Rey Auditory-Verbal Learning Test \[RAVL\] immediate and delayed recall and Short Story for verbal memory; Rey--Osterrieth Complex Figure \[ROCF\] recall for visuo-spatial memory), five tests for attention and executive functions (Trail Making Test \[TMT\] Part A for psychomotor speed; Visual Search \[number of matrices\] for focused attention; Symbol Digit Modalities Test \[SDMT\] for sustained attention; Color Word Stroop Test for selective attention; TMT Part B for divided attention), two tests for language (Phonemic and Semantic Verbal Fluency) and one test for constructional praxis (ROCF copy).

Cognitive scores were available in all patients for all tests and in 47 patients for TMT Part A and B, due to the time limit of their administration procedure, so that if a patient does not complete the task within 5 min, the examiner stops the test administration and scores are not obtained.

2.4. MRI data acquisition and analysis {#s0030}
--------------------------------------

MRI data were acquired on scanners operating at 1.5T (*n* = 94) and 3T (*n* = 19).

For the purpose of this study, we assessed high-resolution 3D (1mm^3^) T1-weighted (T1-W) images and FLAIR images (slice thickness: 3 mm \[*n* = 16\], 3.6 mm \[*n* = 75\], 5 mm \[*n* = 19\]).

All MRI data were sent to the Quantitative Neuroimaging Laboratory (QNL) of the University of Siena for quality control and centralized MRI analysis.

WML were outlined on FLAIR images by using a semiautomated segmentation technique based on user-supervised local thresholding (Jim; [www.xinapse.com/Manual/](http://www.xinapse.com/Manual/){#ir0005}). Total lesion volume (LV) was computed by multiplying lesion area by slice thickness.

A FLAIR-lesion probability map (LPM) of WML in the whole VMCI study sample was created using tools of the FMRIB Software Library (FSL, [www.fmrib.ox.ac.uk/fsl/](http://www.fsl.fmrib.ox.ac.uk/fsl/fslwiki/){#ir0010} ([@bb0175]; [@bb0085])).

First, a symmetric (i.e., with the same number of age-matched patients from each center) study-specific template in standard space was obtained after registering a sample (*n* = 48) of 3D T1-W images onto the high-resolution (1mm^3^) MNI152 standard brain image by using first linear (FLIRT \[FMRIB Linear Image Registration Tool\], 6 degrees of freedom \[DOF\]) ([@bb0080]), then refinement with nonlinear registration (FNIRT \[FMRIB Nonlinear Image Registration Tool\]) ([@bb0010]) and, finally, by merging and averaging all the registered images.

Second, WML mask of each patient was nonlinearly registered onto the template with the tool "applywarp" (nearest neighbour interpolation) using both the linear matrix obtained from registration of FLAIR onto the T1-W image with FLIRT ("boundary-based registration" cost function, 6 DOF) and the warp field coefficient obtained from registration of T1-W image onto the template with FLIRT and then FNIRT. Two experienced observers (AG and ADL) independently checked all the registered WML masks onto the template and an agreement was found in all cases.

Finally, LPM was generated first merging and then averaging all the FLAIR-lesion masks previously registered onto the template.

2.5. Statistical analysis {#s0035}
-------------------------

### 2.5.1. General statistics {#s0040}

Differences among the four VMCI groups were tested with Chi-Square for sex, vascular risk factors, MRI source (center, magnetic field strength) and analysis of variance (ANOVA) for age, education, cognitive tests and total LV, which was log-transformed in order to obtain a normal distribution.

Correlations between total LV and cognitive scores were assessed with Spearman coefficient.

Significance was set at *p* \< .05. SPSS (IBM, [www.ibm.com](http://www.ibm.com){#ir0015}) was used to perform all calculations.

### 2.5.2. Voxelwise statistics {#s0045}

All analyses were performed with *randomise*, a nonparametric permutation (*n* = 5000 permutations) FSL program. Designs (matrices and contrasts) were created in the voxelwise general linear model framework. In particular, we used correlation analyses between voxelwise WML frequency (as independent variable) and the different cognitive tests (as dependent variable). In addition, we used unpaired *t*-tests for two-group comparisons (i.e., non-amnestic vs amnestic groups as a whole, single-domain vs multi-domain groups as a whole) and ANOVA (F-test followed by post-hoc pairwise unpaired *t*-tests) for four-group comparisons (i.e., among the VMCI cognitive groups).

In all the analyses, we controlled for age, sex, FLAIR slice thickness, center, magnetic field strength, total LV (in native space) and head size (assessed with the normalized scaling factor derived from SIENAX ([@bb0170])). Thresholding was performed using TFCE (Threshold-Free Cluster Enhancement) ([@bb0165]). All the analyses were corrected for multiple comparisons across space using the Family-Wise Error method with *p* \< .01, given the number of analyses performed (*n* = 28 correlations and *n* = 12 comparisons) and the explorative nature of the study.

Voxelwise correlation coefficients were obtained computing Pearson correlation coefficient between frequency of WML averaged across significant clusters and corresponding cognitive test score.

Anatomical location of the local maxima within significant clusters was determined using the Johns Hopkins University (JHU) DTI-based WM atlases implemented in FSL (i.e., ICBM-DTI-81 white-matter labels atlas and JHU white-matter tractography atlas).

3. Results {#s0050}
==========

3.1. Whole VMCI study sample and cognitive groups {#s0055}
-------------------------------------------------

[Table 1](#t0005){ref-type="table"} reports demographic, clinical and MRI characteristics of the whole VMCI patient population (*n* = 110) and the four cognitive groups, identified according to the involvement of cognitive domains using the classification strategy of the VMCI-Tuscany Neuropsychological Battery: amnestic/single-domain (ASD, *n* = 9), amnestic/multi-domain (AMD, *n* = 76), non-amnestic/single-domain (NASD, *n* = 10), non-amnestic/multi-domain (NAMD, *n* = 15) ([Table 1](#t0005){ref-type="table"}).Table 1Demographic, clinical and MRI characteristics of the whole VMCI patient study sample and of the four cognitive phenotypes.Table 1*Whole VMCI sample (n* *=* *110)Amnestic/single-domain ASD (n* *=* *9)Amnesti/multi-domain AMD (n* *=* *76)Non-amnestic/single-domain NASD (n* *=* *10)Non-amnestic/multi-domain NAMD (n* *=* *15)p-Value (group comparisons)*Age, years74.3 ± 6.674.2 ± 6.574.4 ± 6.772 ± 7.275.5 ± 6.20.63Sex (male/female)60/507/239/376/48/70.48Education, years8.3 ± 4.27.8 ± 3.38.4 ± 4.48.9 ± 4.57.6 ± 4.050.85  Vascular risk factorsHypertension (y/n)87/234/564/127/312/30.04Hypercholesterolemia (y/n)66/446/345/316/49/60.98Hypertrigliceridemia (y/n)25/851/817/594/63/120.48Diabetes (y/n)17/930/917/590/100/150.03Smoking (y/n)52/584/534/426/48/70.77History of stroke (y/n)33/773/621/555/54/110.52Alcohol consumption (y/n)33/773/622/541/97/80.26Physical activity (y/n)30/803/620/564/63/120.70  Global cognitionMMSE (range 0--30)[⁎](#tf0005){ref-type="table-fn"}27.2 ± 2.727.8 ± 2.227.1 ± 2.827.2 ± 2.827.5 ± 2.80.86MoCA (range 0--30)[⁎](#tf0005){ref-type="table-fn"}21.2 ± 4.421 ± 2.121.4 ± 4.620 ± 4.421.3 ± 4.20.85  MemoryRAVL immediate recall (range 0--75)[⁎](#tf0005){ref-type="table-fn"}32.4 ± 8.635.5 ± 6.632.2 ± 8.730.5 ± 7.532.9 ± 10.40.63RAVL delayed recall (range 0--15)[⁎](#tf0005){ref-type="table-fn"}6.1 ± 2.86.8 ± 2.76 ± 2.96 ± 1.96.2 ± 30.90Short Story (range 0--28)[⁎](#tf0005){ref-type="table-fn"}11.7 ± 4.110.8 ± 311.8 ± 410.7 ± 3.912.4 ± 5.50.70ROCF recall (range 0--36)[⁎](#tf0005){ref-type="table-fn"}12 ± 5.612.5 ± 3.712.3 ± 69.6 ± 3.711.6 ± 4.70.58  Attention and executive functionsTMT-A (time to complete, secs)[⁎⁎](#tf0010){ref-type="table-fn"}67.3 ± 50.162.3 ± 3267.2 ± 53.981.4 ± 45.563.5 ± 44.80.85Visual Search (range 0--50)[⁎](#tf0005){ref-type="table-fn"}31.8 ± 940.3 ± 5.630.3 ± 8.833.4 ± 12.832.8 ± 5.40.01 (AMD \< ASD, *p* = .008)SDMT (correct answers in 90 s)[⁎](#tf0005){ref-type="table-fn"}34.4 ± 10.433.3 ± 6.334.8 ± 10.430 ± 8.735.4 ± 13.50.56Stroop test (time to complete, secs)[⁎⁎](#tf0010){ref-type="table-fn"}36.6 ± 31.217.3 ± 740.2 ± 3525.2 ± 1137 ± 23.30.12TMT-B (time to complete, secs)[⁎⁎](#tf0010){ref-type="table-fn"}104.4 ± 60114.8 ± 71104.4 ± 60121 ± 82.388.3 ± 410.84  LanguagePhonemic verbal fluency (words in 3 mins)[⁎](#tf0005){ref-type="table-fn"}28.1 ± 9.635.5 ± 9.326.4 ± 9.435 ± 7.627.8 ± 8.160.004 (ASD \> AMD, *p* = .0028; NASD\>AMD, *p* = .029)Semantic verbal fluency (words in 3 mins)[⁎](#tf0005){ref-type="table-fn"}34.3 ± 7.738.3 ± 6.133 ± 839 ± 6.635 ± 6.40.03 (no sign. at post-hoc analysis)  Constructional praxisROCF copy (range 0--36)[⁎](#tf0005){ref-type="table-fn"}23.8 ± 9.126.7 ± 4.523.7 ± 9.319 ± 12.425.1 ± 7.60.28  MRI sourceCenters0.241757553102191114331611032Field strength0.22 1.5 T91865612 3.0 T1911143LV (median \[interquartile range\]),[\^](#tf0015){ref-type="table-fn"} cm^3^25.3 \[15.9--39 cm^3^\]19 \[15.7--32.3 cm^3^\]25.3 \[16.2--38.8 cm^3^\]26.4 \[20.7--32.3 cm^3^\]31.49 \[14.5--59 cm^3^\]0.87[^2][^3][^4][^5]

3.2. WML spatial distribution {#s0060}
-----------------------------

In the whole VMCI study sample, median total LV (computed on FLAIR images) was 25.3 cm^3^ (interquartile range: 15.9--39 cm^3^).

MRI-derived LPM ([Fig. 1](#f0005){ref-type="fig"}) had a fairly symmetric and widespread distribution across brain, with a particularly high WML frequency around the anterior and posterior horns of the lateral ventricles and in the centrum semiovale.Fig. 1Lesion probability map (LPM) in our sample of VMCI patients is shown. The color overlay created on top of the MNI152 standard brain represents the probability of WML occurrence, with the light-blu to yellow color range representing the frequency of lesions in specific anatomical locations. Lower slices (i.e., brainstem, cerebellum) are not shown due to the presence of very few WML. Images are shown in radiological orientation (i.e., right side is left hemisphere). (For interpretation of the references to color in this figure legend, the reader is referred to the web version of this article.)Fig. 1

3.3. Correlations between cognitive tests and WML frequency {#s0065}
-----------------------------------------------------------

In terms of general statistics, significant (*p* ≤ .02) but weak (r values from 0.22 to 0.28) correlations were only found between total LV and MoCA, TMT-A, ROCF (copy and recall) and RAVL immediate ([Table 2](#t0010){ref-type="table"}).Table 2Significant correlations between total LV and cognitive scores in the whole VMCI study sample.Table 2*Cognitive testRho coefficientp-value*MOCA−0.240.014RAVL immediate−0.220.02ROCF (recall)−0.270.006TMT-A0.250.012ROCF (copy)−0.280.02[^6]

However, at the whole-brain voxelwise analysis we found correlations (*p* \< .01, corrected) between higher WML frequency in specific locations and two of the 14 cognitive tests. Indeed, higher TMT-A scores (i.e., lower psychomotor speed) correlated (*r* = 0.65, *p* \< .001) with higher frequency of WML in the inferior longitudinal fascicle (ILF), inferior fronto-occipital fascicle (IFOF) and SLF close to angular gyrus (AG) and superior parietal lobule (SPL). Moreover, lower scores of the Copy of ROCF (i.e., lower constructional praxis) correlated (*r* = −0.63, p \< .001) with higher WML frequency in the IFOF.

([Table 3](#t0015){ref-type="table"}, [Fig. 2](#f0010){ref-type="fig"})Table 3WM regions where a higher frequency of WML was associated with worst scores of cognitive tests in our sample of VMCI patients (*p* \< .01, corrected for multiple comparisons across space). Correlation analyses were controlled for age, sex, FLAIR slice thickness, center, magnetic field strength, total LV (in native space) and head size.Table 3*Test (cognitive domain)WM tractType of WM tractLobeSideMNI X,Y,Z (mm)*[⁎](#tf0020){ref-type="table-fn"}*Cluster size (voxel count)P-value*TMT-A (psychomotor speed)ILFAssociationOccipitalR36, −62, 91110\<0.001IFOFAssociationOccipitalR25,-92,43260.003SLF (angular gyrus)AssociationOccipitalL−40,-61,212620.006SLF (superior parietal lobule)AssociationParietalL−24,-50,591480.007ILFAssociationOccipitalL−25,-70,201040.005ILFAssociationOccipitalL−37,-63,9570.006SLF\
(angular gyrus)AssociationParietalR50,-53,36450.006ROCF-copy (constructional praxis)IFOFAssociationTemporalL−35,-51,-2280.009IFOFAssociationTemporalL−38,-39,-4120.009[^7]Fig. 2Red-yellow shows the clusters of voxels where a higher frequency of WML was associated (p \< .01, corrected fro multiple comparisons across space) with worst cognitive scores at the TMT part A (a, b) and ROCF (copy) (c) in our sample of patients with VMCI. Correlation analyses were controlled for age, sex, FLAIR slice thickness, center, magnetic field strength, total LV (in native space) and head size. The most informative slices are shown. Background image is MNI152 standard brain, in radiological orientation (i.e., right side is left hemisphere).Fig. 2

Given that the AMD represented the largest cognitive group, we also restricted to it the correlation analysis between cognitive tests and frequency of the WML. However, no significant clusters were found.

3.4. Comparison of WML frequency among VMCI cognitive groups {#s0070}
------------------------------------------------------------

The non-amnestic (NA) groups (i.e., NASD and NAMD) showed higher (*p* \< .01, corrected) WML frequency than amnestic (A) group (i.e., ASD and AMD) in the anterior cingulum (Cg) ([Fig. 3](#f0015){ref-type="fig"}). By contrast, no differences were found between single-domain (ASD and NASD) and multi-domain (AMD and NAMD) groups.Fig. 3Red-yellow shows the clusters of voxels where a higher frequency of WML (*p* \< .01, corrected fro multiple comparisons across space) was present in non-amnestic (NA) vs amnestic (A) group (upper panel, top left), in non-amnestic multi-domain (NAMD) vs non-amnestic single-domain (NASD) group (upper panel, top right) and in non-amnestic multi-domain (NAMD) vs amnestic multi-domain (AMD) group (lower panel). Comparison analyses were controlled for age, sex, FLAIR slice thickness, center, magnetic field strength, total LV (in native space) and head size. The most informative slices are shown. Background image is MNI152 standard brain, in radiological orientation (i.e., right side is left hemisphere). (For interpretation of the references to color in this figure legend, the reader is referred to the web version of this article.)Fig. 3

The four VMCI cognitive groups showed heterogeneity in the frequency of WML (p \< .01, corrected). In particular ([Table 4](#t0020){ref-type="table"}, [Fig. 3](#f0015){ref-type="fig"}), this was higher in NAMD than NASD in the SLF adjacent to the inferior frontal gyrus (IFG), in NAMD than AMD in the anterior Cg and in the SLF adjacent to the middle frontal gyrus (MFG).Table 4WM regions with differences in lesion frequency among the cognitive groups of VMCI (*p* \< .01, corrected): amnestic single-domain (ASD), amnestic multi-domain (AMD), non-amnestic single-domain (NASD) and non-amnestic multi-domain (NAMD). Comparison analyses were controlled for age, sex, FLAIR slice thickness, center, magnetic field strength, total LV (in native space) and head size.Table 4*Group comparisonWM tractType of WM tractLobeSideMNI X,Y,Z (mm)*[⁎](#tf0025){ref-type="table-fn"}*Cluster size (voxel count)P-value*NA (SD + MD) \> A (SD + MD)CgAssociationFrontalR13,14,43180.001NAMD \> NASDSLF (IFG)AssociationFrontalR31,4,27230.002NAMD \> AMDCgAssociationFrontalR13,14,4327\<0.001SLF (MFG)AssociationFrontalR38,5,31240.001[^8]

4. Discussion {#s0075}
=============

Given the negative impact on daily activities of the cognitive impairment in the VMCI and the potential to prevent its evolution to dementia, it becomes crucial understanding at group level first whether and to what extent topography of the macroscopic pathology of the WM, in terms of frequency of WML in specific locations, might help elucidate disease mechanisms. To provide an answer to this unclear issue, we performed voxelwise analyses across the whole lesional area in a relatively large sample of VMCI patients, without any a priori knowledge that could potentially bias the results. We found that, independently of total LV i) a higher frequency of WML along specific association tracts of the WM is closely related to specific patterns of cognitive impairment, and ii) different cognitive groups can have a different WML topography.

4.1. Association between topography of WML and cognition in the whole VMCI study sample {#s0080}
---------------------------------------------------------------------------------------

We did not find significant voxelwise correlations between frequency of WML and tests of global cognition such as MMSE and MoCA.

Among the various domain-specific cognitive tests, those showing significant correlation with a higher frequency of WML in specific regions, independently of total LV, were TMT-A and Copy of ROCF. In particular, higher scores of TMT-A, reflecting lower psychomotor speed, were associated with a higher frequency of WML in the parieto-occipital lobe, mainly mapping on ILF, IFOF and SLF adjacent to the AG and SPL.

Moreover, lower scores of the Copy of ROCF, representing lower constructional praxis, showed association with WM regions of the IFOF.

The exact mechanisms underpinning the impact of the topography of WML on the cognition of VMCI patients are still incompletely understood and might not depend on the direct effect of WML. Results of the present study depict a significant clinical role for WML along association tracts (e.g., ILF, IFOF, SLF). A plausible mechanism would be the preferential disruption of this type of WM fibers, known to mediate intrahemispheric long-range connectivity.

4.2. Topography of WML and VMCI cognitive groups {#s0085}
------------------------------------------------

Among the four cognitive groups of VMCI, topography of WML showed significant results despite the absence of group heterogeneity in the overall WML load. In particular, a prevalence of WML along the association tracts of the frontal lobe (SLF and cingulum) characterized the patients with the non-amnestic type of cognitive impairment. This finding stresses once again the clinical relevance of the preferential involvement of the association tracts of the WM in VMCI. Moreover, the higher frequency of WML in the frontal lobe of patients with non-amnestic VMCI, especially of the multi-domain type, may represent an early sign of a possible future development of dementia, in line with the "retrogenesis" (i.e., reverse to myelin development) model of the WM degeneration occurring first in the late-myelinating and small-diameter fibers of the anterior WM ([@bb0005]; [@bb0180]; [@bb0025]). In support of this, nonamnestic VMCI has indeed been proposed, especially in presence of high WML load ([@bb0050]), as prodromal stage of vascular dementia ([@bb0160]; [@bb0060]).

In pathogenic terms, it is plausible that higher frequency of frontal WML along association tracts may lead to a disconnection of the fronto-subcortical circuitry, which connects structures of the deep GM with corresponding regions of the frontal cortex such as dorsolateral prefrontal, anterior cingulate and orbitofrontal circuits.

4.3. Study strengths and limitations {#s0090}
------------------------------------

In general, a voxel-based study such as that performed here has strengths and limitations. Strength lies in the ability to study a relatively large population of patients with VMCI and provide clinically relevant pieces of information, which would be hard to achieve with a simple visual assessment of WML in single patients. Some methodological aspects are also worthy of mention: the use of nonlinear registration for creation of the LPM allows alignment of patients\' brains with great accuracy, diminishing potential registration errors; voxelwise analyses were based on the nonparametric permutation test, which is applicable even when the assumptions of a parametric approach are not valid, as in the case of study groups with very different numbers of subjects; the use of correction for multiple comparisons across space and a conservative cluster-forming threshold for all voxelwise analyses, thus reducing the risk of false-positive results; finally, the correction of all our analyses for total LV allowed us to determine that results were specific to a particular anatomic area and independent of the total WML load, and as such valid in patients with low and high total LV.

Our study is not without limitations. First, MRI data from the three centers were acquired with different sequence geometry and field strength. While limited evidence exists in VMCI on a direct comparison of WML at different magnetic field strengths ([@bb0185]), recent studies in multiple sclerosis, another neurological condition with WML, demonstrated that 3 T is able to detect 15% more lesions than 1.5 T MRI, although this did not reach significance or influence MS diagnosis in terms of dissemination of lesions in space and time ([@bb0070]; [@bb0075]). Nevertheless, the use of nonlinear registration and correction of all voxelwise analyses for the slice thickness, center and magnetic field strength, as already performed in several previous studies, should have not affected the overall anatomical distribution and frequency of occurrence of WML.

Second, another limitation, which is intrinsic to the design of a cross sectional study, is the assessment of "static" distribution and frequency of the WML, which ideally, provided that longitudinal MRI data are available, should be followed over multiple time-points in order to weigh their prognostic role for a possible conversion of the VMCI to dementia.

Third, the presence of a control group with normal cognition would have furthered our understanding and highlighted the specificity of the spatial patterns of lesions in the VMCI.

Fourth, the lack of biomarkers of neurodegeneration (e.g., cerebrospinal fluid proteins and positron emission tomography) did not allow to definitely establishing the etiology of our condition (i.e., purely vascular or a combined form of MCI). However, we also recognize that this reflects a common situation in clinical practice.

Finally, we selected a homogeneous sample of patients with "pure" ischemic focal WM pathology, excluding those with non-lacunar infarcts in the GM or with hemorrhagic lesions, whose tissue damage might have created problems in the interpretation of the LPM.

4.4. Conclusions {#s0095}
----------------

Overall, by exploiting the potential of the MRI-derived LPM, which allows a spatial analysis of the lesions at group level we demonstrated, independently of total lesion load, a variable spatial vulnerability of the WM to focal pathology of ischemic type, probably leading to a "strategic" disconnection along the association tracts of the WM that may explain specific aspects of cognitive impairment in patients with VMCI. Since association tracts of the WM are known to mediate long-range connectivity between distant GM regions of the same hemisphere, this finding is particularly important in highlighting the role of the multifocal pathology of the WM in VMCI. Indeed, this fits with the early notion of VMCI as a "disconnection syndrome" secondary to the damage of WM affecting the cognitively relevant structures of the GM at the level of interconnecting association tracts of the WM ([@bb0125]; [@bb0030]).

The increasing recognition of the cognitive relevance of WML in specific locations with respect to the global assessment of lesion load, also supported by the new methods of multivariate lesion analysis with machine learning algorithms ([@bb0090]), might be useful for the interpretation of MRI examinations of single patients in clinical practice and for the design of tailored clinical interventions at group level.
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Unlabelled TableNameLocationRoleContributionAntonio Giorgio, MD PhDUniversity of SienaAuthorStudy concept and design, acquisition, analysis and interpretation of data, drafting manuscriptIlaria Di Donato, MDUniversity of SienaAuthorAcquisition of dataAlessandro De Leucio, MDUniversity of SienaAuthorAnalysis of dataJian Zhang, MDUniversity of SienaAuthorAnalysis of dataEmilia Salvadori, PhDUniversity of FlorenceAuthorAcquisition of dataAnna Poggesi, MD PhDUniversity of FlorenceAuthorAcquisition of dataStefano Diciotti, PhDUniversity of BolognaAuthorInterpretation of data, critical revision of manuscript for intellectual contentMirco Cosottini, MD PhDUniversity of PisaAuthorAcquisition of dataStefano Ciulli, PhDUniversity of FlorenceAuthorAcquisition of dataDomenico Inzitari, MD PhDUniversity of FlorenceAuthorCritical revision of manuscript for intellectual contentLeonardo Pantoni, MD PhDUniversity of MilanoAuthorCritical revision of manuscript for intellectual contentMario Mascalchi, MD PhDUniversity of FlorenceAuthorCritical revision of manuscript for intellectual contentAntonio Federico, MD PhDUniversity of SienaAuthorCritical revision of manuscript for intellectual contentMaria Teresa Dotti, MD PhDUniversity of SienaAuthorStudy concept and design, critical revision of manuscript for intellectual contentNicola De Stefano, MD PhDUniversity of SienaAuthorStudy concept and design, interpretation of data, critical revision of manuscript for intellectual content

[^1]: **Co-investigators.**

    List of participating centers and personnel in the VMCI-Tuscany.

    University of Florence: (coordinating center): Domenico Inzitari (study coordinator), Rosanna Abbate, Maria Boddi, Francesca Cesari, Laura Ciolli, Mirella Coppo, Alessandra Del Bene, Stefano Diciotti (currently at University of Bologna), Andrea Ginestroni, Betti Giusti, Anna Maria Gori, Sandro Marini, Mario Mascalchi, Serena Nannucci, Leonardo Pantoni, Marco Pasi, Francesca Pescini, Anna Poggesi, Giovanni Pracucci, Emilia Salvadori, and Raffaella Valenti.

    University of Pisa: Ubaldo Bonuccelli, Paolo Cecchi, Alberto Chiti, Mirco Cosottini, Giovanni Orlandi, Cristina Pagni, Gabriele Siciliano, and Gloria Tognoni.

    University of Siena: Antonio Federico, Nicola De Stefano, Ilaria Di Donato, Maria Teresa Dotti, Patrizia Formichi, Claudia Gambetti, Antonio Giorgio, Francesca Rossi, Maria Laura Stromillo, and Enza Zicari.

    Tuscany region: Arezzo (Paolo Zolo, Alessandro Tiezzi); Empoli (Elisabetta Bertini, Stefania Brotini, Leonello Guidi, Maria Lombardi, Stefania Mugnai, Antonella Notarelli); Florence (Laura Bracco, Massimo Cadelo, Renzo Cisbani, Luciano Gabbani, Guido Gori, Lorella Lambertucci, Luca Massacesi, Enrico Mossello, Marco Paganini, Maristella Piccininni, Francesco Pinto, Claudia Pozzi, Sandro Sorbi, Gaetano Zaccara); Grosseto (Tiziano Borgogni, Mario Mancuso, Roberto Marconi); Lucca (Monica Mazzoni, Marco Vista); Livorno (Giuseppe Meucci, Giovanna Bellini); Massa Carrara (Luciano Gabrielli); Pisa (Cristina Frittelli, Renato Galli, Gianna Gambaccini); Pistoia (Stefano Bartolini, Carlo Biagini, Veronica Caleri, Paola Vanni); Prato (Donatella Calvani, Carla Giorgi, Stefano Magnolfi, Pasquale Palumbo, Carlo Valente); Siena (Alessandro Rossi, Rossana Tassi, Stefania Boschi); and Viareggio (Filippo Baldacci).

[^2]: All cognitive test were corrected by age and education.

[^3]: Higher scores correspond to better performance.

[^4]: Lower scores correspond to a better performance.

[^5]: in native space.

[^6]: See text for abbreviations.

[^7]: Local maxima of significant cluster.

[^8]: Local maxima of significant cluster.
